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Abstract Many articles published in the International Journal of Clinical and Health Psychology 
describe the results obtained in studies that have used Likert-type scales. Such scales have 
advantages and disadvantages and in this article I comment on some of these. In particular I 
comment on the effects of using scales that start with the positive end and finish with the 
negative one, and on those that present high ratings on the left - as opposed to the right. I also 
consider that scores on negatively-worded items differ from those obtained on positively-
worded ones and that it is not, therefore, appropriate to simply reverse the scores obtained on 
such items. Finally, I note that some items on these scales present more than one issue and it is 
hard to know whether when responding to these items, respondents are responding to all of the 
item or just one part.









Resumen Muchos de los artículos publicados en International Journal of Clinical and Health 
Psychology describen los resultados obtenidos en estudios que han utilizado escalas tipo Likert. 
Estas escalas tienen una serie de ventajas y de desventajas. En este artículo se comentan algu-
nas de ellas. En particular, se discute sobre los efectos del uso de escalas que comienzan en un 
extremo positivo y terminan en el negativo, así como las que presentan altos índices a la 
izquierda a diferencia de la derecha. También se señala que las puntuaciones en los ítems re-
dactados de forma negativa difieren de las obtenidas en ítems positivos y que, por tanto, no es 
apropiada una simple inversión de las puntuaciones obtenidas en dichos ítems. Por último, cabe 
señalar que algunos ítems de estas escalas plantean más de una cuestión, siendo difícil saber si 
a la hora de contestarlos, los encuestados responden a todo el ítem o sólo a una parte.
© 2013 Asociación Española de Psicología Conductual. Publicado por Elsevier España, S.L.  
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Much research in clinical and health psychology involves 
measuring peoples’ opinions and attitudes. Different 
people employ different ways of doing this, and there are 
controversies over which are the most appropriate 
measures to use. One the one hand there so-called 
‘objective measures’ where individuals complete 
measurement scales, such as Likert-type scales and the 
Semantic Differential, and on the other there are 
‘subjective measures’, where individuals are interviewed, 
or complete tests such as the Rorschach and the Thematic 
Apperception Test. Likert-type scales are ones that more 
or less follow the original format devised by Rensis Likert 
in the 1930s. Two typical examples (from Likert, 1932) are 
as follows:
Our country should never declare war under any 
circumstances.
Strongly approve (5) Apprve (4) Undecided (3) Disapprove 
(2) Strongly disapprove (1)
We should be willing to fight for our country whether it 
is right or wrong.
Strongly approve (1) Apprve (2) Undecided (3) Disapprove 
(4) Strongly disapprove (5)
Although such scales are popular, I was somewhat 
surprised to note the popularity of Likert-type scales in a 
recent issue of International Journal of Clinical and Health 
Psychology. Volume 13, number 3, September 2013, 
contains ten articles, and nine of these describe the use 
and/or development of Likert-type scales. I thought it 
might be useful, therefore, to comment on these different 
articles and then to make some suggestions about the 
difficulties of using such Likert-type scales, given their 
popularity. 
Table 1 shows a summary of the key features of the scales 
used in the nine studies. It can be seen that:
1. Generally speaking, the sample sizes are good.
2.  The number of different scales used in any one study 
varies from one to seven.
3. Almost all of the scales are Likert-type scales.
4. Most of them use 4 or 5 scale points.
5.  Most of them start with 0 (or 1) - the negative end of the 
scale - and progress to 5 (or 7) - the positive end.
6.  Few state in these papers whether or not any of the 
items are negatively worded and are ‘reverse scored’.
Here are some brief remarks about these features:
1.  Likert-type scales are used regularly, and much is known 
about their properties (for useful reviews, see Hartley & 
Betts, 2010; Krosnick & Fabrigar, 1997; Oppenheim, 
2000).
2.  It is good to see large sample sizes: this increases the 
validity of the findings, and sub-groups can be 
meaningfully compared. It also allows for parametric 
analyses of the results.
3.  Some investigators create their own scales. This involves 
them in a lot of preparatory work (assessing the reliability 
and validity of the individual items). Others use or adapt 
scales developed by previous researchers – but these 
may not always be entirely appropriate. In this case, 
most of the authors of the nine studies adapted previous 
scales for use in their own studies.
4.  Using several different scales in one study provides a 
bigger picture of the issues in question. A problem arises, 
however, especially with children, when respondents are 
asked to complete several different scales in a single 
session, and when the layouts of these scales vary (e.g., 
see Betts & Hartley, 2012). Respondents do not always 
notice.
 ‘After I read your debrief… I went back and corrected my 
responses. Originally I had put 9 for every answer but, 
when I went back, I realised that I had assumed ‘clear’ 
was on the left (at 10) as opposed to ‘unclear’. I therefore 
corrected my responses.’
 This example also shows that some respondents simply 
tick the same box for every item, perhaps without 
considering carefully enough the meaning of each one.
5.  Scales using 5 or 7 scale points are common. Some use 
only two points: some use 100 (percentages). The 
research does not suggest any real reason for favouring 
any one number of scale points over any other. There is 
some research that examines the use of say, four points 
as opposed to five, thus eliminating neutral mid-points 
and forcing the respondents to make a choice (Garland, 
1991). Table 1 shows the wide variation in the number of 
scale points used in these studies.
6.  Scale items are usually rated from low to high, with the 
negative pole on the left and the positive one on the 
right. Research has shown, however, that slightly higher 
scores are obtained on the topic in question with English 
speaking respondents, when this is reversed – that is 
when the scales start with the high positive values on 
the left (Hartley & Betts, 2013). 
7.  It is common to have some items in a scale that are 
‘negatively worded’ and respondents have to reverse their 
thinking when saying that they agree or disagree with 
them. The responses to such items are usually ‘reversed 
scored’ so that they can be included in the total scale 
scores. There are three difficulties with this procedure. 
First, it is not easy (in English) to write exactly equivalent 
items in a positive and negative form (Rozin, Berman, & 
Royzman, 2010); second, respondents have difficulty in 
reverse thinking; and third, different ratings are obtained 
on positive and negative versions of the same item (Hartley 
& Betts, 2013, Yorke, 2009). It is best either (a) to remove 
negatively worded items from a scale, or (b) to present the 
results for such items separately.
8.  One additional item (not considered above because I 
have not seen the actual scales used in the nine studies) 
is that some of the items in some scales ask about more 
than one thing, and this causes difficulties for the 
respondents. Suppose, for example, you were asked to 
rate how far you agree with the statement, ‘All research 
impacts society one way or the other: the real challenge 
is to limit possible negative impacts’. You might agree 
‘yes’ to the first part, but ‘not necessarily so’ to the 
second. Items with more than one idea should be clarified 
so that each one has only one issue. It is best to check 
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first for this before using questionnaires to see if this 
problem has been eliminated.
These are all small points, but I think that they are 
important. 
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